We present a case report of a patient who developed acute swelling of the tongue during anaesthesia using the laryngeal mask airway. The swelling was thought to be due to obstruction of the venous drainage of the tongue. This was associated with isolated cyanosis of the tongue and paraesthesia. The swelling and cyanosis of the tongue resolved rapidly after removal of the laryngeal mask airway. The patient suffered paraesthesia of the tip of the tongue that lasted for two weeks.
Since the introduction of the laryngeal mask airway (LMA) there have been a number of case reports of complications associated with its use 1, 2 . These may be directly related to the use of the LMA or as a consequence of not using another technique such as an endotracheal tube. Most of the direct complications are as a result of compression of surrounding structures. These include sore throat, laryngeal nerve palsy and lingual nerve palsy. Wynne and Jones described a case of isolated tongue cyanosis without swelling after use of an LMA 3 .
CASE HISTORY
A 44-year-old man was anaesthetized for insertion of ureteric stents. He was six feet tall and weighed 95 kg. He was ASA physical status grade 1 and had never had a general anaesthetic. General anaesthesia was induced with midazolam 3 mg, fentanyl 100 µg and propofol 200 mg. A size 5 LMA was easily inserted at the first attempt, according to the manufacturers' instructions 4 , with 30 ml air placed in the cuff. Anaesthesia was maintained with isoflurane, nitrous oxide and oxygen, with the patient breathing spontaneously in the lithotomy position. The procedure lasted 90 minutes.
Towards the end of the surgical procedure tongue swelling was noted. The tongue and lower lip became swollen and suffused with blood ( Figure 1 ). The breathing became more laboured and the airway became compromised. The tongue became cyanosed. Anaesthesia was deepened with isoflurane in 100% oxygen. The LMA cuff was deflated and the LMA removed. An oral airway was inserted and the airway maintained with simple airway manoeuvres until the patient was awake. Oxygen saturation remained above 98%. The swelling rapidly resolved in the recovery room. The only lasting adverse effect was paraesthesia of the anterior 5 mm of the tongue. This had resolved after two weeks.
DISCUSSION

Anatomy
The venous drainage of the tongue is via two main routes. Firstly, the dorsal lingual vein draining the dorsum and lateral aspects of the tongue joins the lingual vein alongside the lingual artery passing between hyoglossus and genioglossus muscles and entering the internal jugular vein at or near the greater cornu of the hyoid bone. Secondly, the deep lingual vein commencing at the tip of the tongue passes along the ventral surface just beneath the mucosa. This then joins the sublingual vein and passes with the hypoglossal nerve between hyoglossus and mylohyoid muscles to drain into the internal jugular, facial or lingual vein.
A previous case of tongue cyanosis was described that did not involve tongue swelling and was thought to be due to compression and occlusion of both lingual arteries 3 . A case of venous thrombosis leading to tongue swelling was described 5 but this occurred two hours after removal of the LMA. In our case the rapid onset of swelling makes direct venous compression the most likely cause. Local compression is more likely with use of a large LMA. Cuff pressure may also be a factor. The LMA cuff is highly permeable to nitrous oxide and cuff pressure increases during anaesthesia using nitrous oxide 6 . This mechanism may have contributed to the obstruction seen in this case. Although tongue swelling as a consequence of LMA use appears to be a rare occurrence, we would recommend periodic checking of the tongue in longer cases or when using larger LMAs.
